Today many patients leave mental hospitals to return to work and family relations still showing residual symptoms of the psychotic episodes which led them to hospital. Across the country a wide range of post-hospital care patterns exist, ranging from the release of patients with virtually no further assistance to the pro vision of elaborate follow-up and sup portive systems. In spite of a large litera ture on post-hospital treatment and out come, there are few systematic studies which examine the effect on short-term outcome of a supporting factor, such as in the present study, family interaction. Nor is there adequate information avail able about the natural expectancy of various post-hospital groups, though this data is recently becoming available through the V.A. Psychiatric Evaluation Project (9) and psychiatric case regis ters (4).
When, in 1963, a study of short-term outcome in relation to family interaction was started, two major prior studies formed the background: the studies of Social Psychiatry Unit studied the posthospital, one-year course of 128 schizo phrenic men and found that three factors -expressed emotionality (described be low), previous course, and residual symp toms at discharge -alone and together, accounted in considerable degree for the chances of a patient returning to hospital in the first year. They had pre viously shown that schizophrenic men who were discharged to close kin had a readmission rate between those dis charged to distant kin and those living alone or in rooming houses, and argued from that observation that there was an ideal emotional climate, not too intense and demanding and yet not too remote, in which the schizophrenic optimally operated. For the 128 schizophrenic men, expressed emotionality, either warm, smothering affection or hostility, was found to be the best single correlate of one-year re-hospitalization and deteriora tion.
Freeman-Simmons in Boston studied 649 mental hospital patients, both men and women, with diagnoses of functional psychoses (the majority being schizo phrenic) and made three salient observa tions. First, parallel to Brown, they noted that patients returned each month in ap proximately equal proportions and that at the end of the year approximately 40% had been readmitted. Secondly, though their study was designed to test the hypo thesis that return to hospital was largely dictated by low tolerance among the relatives for deviant behaviour, there was very little difference in the rate of return to hospital between high tolerance and low tolerance families. In fact, Freeman-Simmons concluded that hospital return was almost independent of the expectan cies of the relatives. Their third observa tion, in startling contrast to re-hospitaliza tion, concerned the social performance of the patients during the period in the com munity. This, they found closely related to relative's expectancies, i.e. in homes where the patient was expected to resume the roles of husband, father, breadwinner, he by and large did so, whether with or without symptoms indicative of mental illness. Freeman-Simmons concluded from these observations that the widely held view of rehabilitation as a two-step process of establishing, first, clinical re mission, and, secondly, social perform ance, is an inadequate way of regarding the problem, as the two steps tend to be independent.
Our research problem might generally be put as follows: assuming that the fami ly plays an important role in the posthospital adjustment of schizophrenic patients, what is the contribution of three different aspects of relationship to two outcome variables-re-hospitalization and deterioration? The three variables chosen for study were: 1) emotional expression, hostility and dominance, as rated directly in a joint interview; 2) the relative's ex pectation of the patient; and 3) an instru mental measure of the congruence of self and other perception by patients and their key relatives.
These three studies have the appeal that they closely simulate the decision making situation of the discharging phy sician. Once the symptomatic state that precipitated admission has more or less cleared, the discharging physician finds himself subject to the demands of both the patient and the relative for release. Though his concern is with the individual patient in his care, we attempted to look at the whole spectrum of patients leav ing, and see whether any information which could be readily collected from interview with the patient or the relative or together would allow an improvement in the prediction that every clinician is called upon to make. The two prior studies had in common that one interview with the relative or relative-patient pair allowed systematic description of the en suing course and behaviour. We started convinced that combining the two pre vious studies would allow an even higher determination of outcome, and we fol lowed their method and instruments closely, with the addition of further instrumental measures.
Method
The patients in the study were men and women between the ages of 16 and 51 who left one of four Metropolitan Toronto mental hospitals during 1963-64 to live with a family within the urban area. Throughout, the official or recorded diagnosis of the key admission was ac cepted. We included paranoid disorders and schizo-affective disorders, but schizoid personalities and ? 'schizophren ics' were rejected as were any patients showing clear-cut organicity or psychosis following alcoholism. All patients were said to be psychotic on admission.
When the doctors notified us of an imminent discharge, the psychiatrist in terviewed each patient and, in a fairly standardized fifteen to twenty-minute interview, made ratings on a number of clinical dimensions, including bodily symptoms, thought disorder, delusions, bizarre affect, anxiety, etc. The combined or highest score on this rating was charac terized as the 'mental state on discharge'. The second interviewer on the project, an experienced psychiatric social worker, then interviewed all the relatives at home, completed the expectancy scales, and obtained the needed background in formation. She returned shortly after the patient was released (usually within two weeks) and completed, at that time, the direct interaction ratings. Independently, the patient and the relative (97 cases) satisfactorily completed the Interper sonal Check List. One hundred and twenty-two cases met the criteria as described.
At the end of the year the relatives were re-interviewed (often with the pa tient present) in all but six cases. Of these, one who refused re-interview gave some information by telephone, and four were readmitted to local or other Ontario Hospitals so that full data regarding out come criteria was available to us. In one case no follow-up was possible and no record of readmission obtained, and this case was treated as successful for com munity tenure. Based on the Brown cri- teria, a prediction was made after the first round of interviews had been com pleted as to whether each patient would be readmitted or not.
The Sample
The patients in general seemed little different from others living in the metro politan area. They were fairly evenly distributed in age with a slight prepon derance of women. Over half were mar ried, and the ones who were not tended to be in their teens or early twenties, the remainder being a small, pathological group to be commented on.-Twenty-two spoke another language than English in the home, and 45 were either foreign born or raised in Canada by immigrant parents. The language and ethnic groups are typical of this cosmopolitan city. Living conditions ranged from well-todo, suburban dwellings to slum condi tions in the central city. In occupation they scaled upwards to two professionals and in education and income presented a wide range.
We intend to report the detailed con sideration of the representativeness of the sample and the adequacy of control in a technical report. Here we must be con tent to say that we feel satisfied that there is no systematic bias in the cases being reported, with one qualification. This is not a discharge cohort, but a group se lected on the basis of return to family. There may be a selection factor in severity of illness, in inability to hold work, in responding in a psychotic fashion and various other ways between the group reported and the hospitalleaving schizophrenics of the metropoli tan area generally.
Results
In this first report we present data bearing on the outcome criteria, followed by a general discussion of the predictabi lity of outcome, a brief description of the family interaction, and factors in re-hospitalization of the study group. Else where we will report the systematic retesting of the Brown hypothesis, the replication of the Freeman-Simmons study of relatives' expectation, and the instrumental study of self-other percep tual congruence which are the most sys tematic hypotheses we examined. There are three anchoring points to the study, the first and most important being hospital leaving time, at which time the mental state rating scales were com pleted. Operating prior to this are such variables as length of time since the first hospitalization, the number of hospitali zations, and the unemployment interval of the patients. The second time (for the most part within two weeks,) is when it was possible to arrange a joint interview and to carry out the interac tion ratings. By this time 69 patients returned to a marital relationship, and 53 were living with parents (including six living with older sibling's, in which the relationship was clearly a dependent one and closer to the parental than mari tal type).
The third time is one year from dis charge, on which the outcome data is based. By this date 30 patients were rehospitalized in mental hospitals, usually in the same one as before. In addition, four had spent varying periods in treat ment in general hospitals and day-care centres. It was decided to include these four as it was almost impossible to distin guish the conditions for entry into this kind of treatment from those for return to mental 'hospital. In addition, we in cluded in the category of unfavourable outcome fifteen more cases, in which, on the basis of the relatives' description of their behaviour during and at the end of the year, the patients had been symptomatically disturbed throughout the major portion of the year, and in addition were unemployed and did not function well in the home. At the end of the year, we defined a 'work perform ance level', and 83 patients were judged to have performed satisfactory work, either at home as housewife or in outside employment.
To return to the outcome criterion, it should be pointed out that this is a mix ture of hard fact (readmission to mental hospital or to treatment during the year) and, secondly, a less secure judgment as to clinical functioning. The justification for this is that some patients who remain out during the year are more severely disturbed and for realistic consideration must be considered in the unfavourable outcome group. However, to use this criterion involves some distortion in both directions. Consider the extreme case of a woman who returned home too soon, was rated as symptom-free at the time of discharge, relapsed within two weeks, became psychotic, was admitted to a general hospital, treated with E.C.T., and left within the month, and func tioned as well as anybody in the series throughout the remainder of the year. This case is, in our scoring, a failure. On the other hand, there were a number who did not work, who remained house bound for the entire year, were very withdrawn and at times hallucinated, and yet, because they did not show definite worsening during the year, were rated as the same and favourable outcomes. Table III shows the outcome. The category of 'not known' at the bottom of the table identifies the patients for whom the full follow-up interview was not available. In fact, these are for outcome study purposes well documented except for the single case who was not readmit ted, and the seven who were readmitted can be recategorized as definitely worse. Our judgments are based on positive evi dence of symptomatic behaviour, and it will be seen that we tend to underesti mate, i.e. in the absence of evidence to the contrary, we call a great many cases 'the same'. Our criteria are probably more stringent than most clinicians would accept. It is known, for example, that the project interviewer, who independently made judgments about the over-all course of the patients (not restricting to symp toms), rated more outcomes as favour able.
In addition, the relatives rated the fre quency and severity of specific patient behaviours (talks to self, strange ideas, under and over-activity, etc.). We have confidence in the validity of their ratings on these items in terms of 'marked and frequent', 'rare and sometimes', or 'never'. In Table III A, it will be seen that these symptomatic behaviour ratings of the relatives correlate highly with our outcome criteria. In addition, we asked the relatives to compare the over-all be haviour of the patient at the beginning and end of the year and between prior to admission and end of year. On these ratings the relatives tend to rate far more patients as possibly or definitely better at year-end than we do, and the correla tion between symptomatic behayiour and 'better course' becomes much less im pressive than using our criteria. This discrepancy between symptoma tic behaviour and over-all judgment of the relative as to functioning is note worthy, as it suggests strongly that the relative's satisfaction with the patient's behaviour is not primarily determined by his symptomatic state but is highly con ditioned by the relationship. We see this operating in two different directions. In the case of the chronically ill, unem ployed, dependent male, the relative shows a marked tolerance for psychotic behaviour unless it becomes acutely dis turbed. On the other hand, at the oppo site end of the spectrum, in the highly competitive marriages, even minimal symptoms may be a constant source of friction and belittling of the patient. Our general impression is that this is condi tioned by the kind of relationship that exists between the patient and the family at the time of discharge, and this in turn is subject to the prior illness experience of each.
Let us first examine a number of readily measured variables in relation to outcome. The first of these, shown in On the basis of these two variables plus a third, a measure of unemployment in the year prior to discharge (including the time spent in hospital on the key admis sion), we attempted to predict the indi vidual cases which would be bad out comes using the three variables, and it bore no relationship to those returned to hospital.
A number of other variables which both clinical experience and previous in vestigations suggest should bear a rela tionship to outcome were tested on the data. We present these without giving the tables of association and the corre lations, though satisfied that none of them approaches a 5% level of associa tion. Using a cut-off point between age 29 and 30, slightly more older than younger patients had an unfavourable outcome. Slightly more males than fe males and slightly more patients in a parental than in a marital relationship had unfavourable outcomes, but the differ ences in either of these categories are not striking, as shown in the combined table, Table VII . The length of time from first admission, and the total duration of all admissions bears no relationship to out come. There was no difference in the readmission rate or outcome ratio for the three mental hospitals of the study, though in organization, staff ratios, and explicit discharge policy, they differed widely. The psychiatric hospital which was included provided only six cases, and although the pattern persisted there (one readmitted), the numbers are too small to test. There was no relationship between the appraised value of the house and liv ing area of the patients and the outcome at the end of the year, though it was g noted that amongst the unfavourable out-p come cases, a preponderance of women H came from good homes and men from g poor homes. There was no similar differ-14 ence amongst the home characteristics of % the favourable outcome group. There 5 was no relationship between the prior un-^ employment and outcome, though the § only satisfactory cut-off point that could be tested was using one week of unem-E ployment, as (partly because of the 3 loading with housewives) the patients p£j were not unemployed prior to the key g admission.
Also, a number of judged items were H tested such as the patient's recall of illness and acceptance of illness. The pa-^ § tients who subsequently were classed as unfavourable outcomes, even prior to ^ g leaving hospital, showed considerably ^ ^ stronger expression of hostility towards H their relatives than those who had favour- The accompanying graph demonstrates one of the most perplexing findings of this study -that patients return to hospi tal at a constant rate each month. The return rate of 29% for those returned to continuous treatment and under 25% for mental hospital readmission is lower than those reported for hospital-leaving co horts (9) .
It will be recalled that 30 patients were re-hospitalized and four admitted to other treatment. Although the relatives de scribed the patients, for the most part, as gradually worsening in their mental state, the duration from the first sugges tion that the patient be re-hospitalized until this was accomplished was, in fact, remarkably short. For 25 patients this was less than a month, and for 31, less than three months. Half the patients were re-hospitalized by the direct inter vention of a family member, a quarter by physician or hospital staff, and much less than a quarter at the suggestion of the patient. In fact, the patients initiated only five readmissions, were participant or passively accepting in 22 cases (the usual pattern) and resistent in five. Contrary to the usually described ambivalence of relatives re-bospitalizing patients, for 26 of the 30 who went back to mental hospi tals the relatives felt this was the appro priate decision, and in addition did not feel that other help would have been adequate or that readmission could have been prevented.
Examining the cases which were re turned to hospital, we see that almost in evitably this was for an acute psychotic episode rather than inadequate perform ance or chronic psychotic behaviour, which usually was well tolerated. Two examples illustrate this. One woman who was chronically deluded was tolera ted by both her husband and children be cause despite her chronic, psychotic be haviour, she continued to function as a housekeeper. She would very likely not have been readmitted had not their fur nace exploded, following which she be came acutely anxious and phobic (to a psychotic degree) about the welfare of her children: and it was for this that she was re-hospitalized. A young man, living in the midst of a large and energetic parental family with virtually no inter action with them, was readily tolerated until he slashed his throat in front of his mother and sister. He was promptly rehospitalized.
There is a considerable lore which says that patients, once they get on the circuit of a mental hospital, are readmitted for frivolous reasons. This study argues against this, for, though in battling homes the relative might frequently threaten readmission, either he was unwilling to put this to the test, or the hospital would refuse. One housewife who apparently showed no further psychotic behaviour during the year and who, by chance, lived immediately adjoining the hospital, was, on three separate occasions, taken back to the hospital by her, rejecting husband and refused entry each time.
Discussion
This study was undertaken in the belief that the Brown hypothesis would be up held, i.e. that from a single interaction interview, it would be possible to predict the patients who would return to hospital or deteriorate significantly in the course of one year. That the Brown variables, which were both clinical and social, do not predict outcome in a group of Cana dian urban schizophrenics of mixed sex, is supported by this data. In addition, we know from further analysis not reported here that the same criteria applied to male patients, age 20 to 49 only, do not change the low correlation. This is the first time that the Brown hypothesis has been tested on another population, and it is of considerable significance that the high order of interrelation which he found was not repeated.
Some suggestions can be offered as to why the strong relationships between expressed emotionality, mental state at discharge, and previous unemployment do not hold up for this population. The Brown study was based on males alone, more restricted in age, and our data sug gests that men do have a higher readmission rate than women, though this alone does not account for the difference. Plainly his patients were far more chronic in that they had been sick longer, had more admissions, and, most importantly, 50% had been unemployed for one year prior to discharge. Our data suggests that our family-bound group have a lower rate of return than schizophrenic patients at large, though we are not aware of a report on a Canadian discharge cohort with which to compare. Though it is not possible to compare the degree of symp tomatology at discharge, from personal experience with the Brown data, the first author has the distinct impression that their patients exhibited markedly greater symptoms. In addition, Brown et al. were able to establish a useful 'index of socially disturbing behaviour' for their patients, whereas in this study group this proved impossible as virtually none of the pa tients acted out in the week or ten days prior to discharge. Though we have avoided detailed examination of the ques tion of diagnosis, and the definition of the study groups was fairly comparable, it seems likely that the diagnostic label of 'schizophrenic' is more freely applied in mental hospital practice in Canada, and that this accounts in part for the inclu sion of milder cases.
It is discouraging to report the replica tion of the Freeman-Simmons finding that the same percentage of patients in the community return to treatment each month, apparently independently of fami ly relationship or family expectation and all background and treatment variables studied. This has more recently been confirmed by the large Veterans' Ad ministration Study, Psychiatric Evalua tion Project (9) , which was based on 1,142 patients who, in parallel fashion, showed 40% readmitted within one year. A still more recent confirmation comes from Gardner (4) and the Rochester psychiatric case register. Kelley (5) com mented on this phenomenon, "A man can be in good remission, working regularly, active socially, and according to him and his wife, be very happy, but yet a week later become quite psychotic, act in a bizarre manner, and be re-hospitalized." The data presented here again supports this pattern, in particular the observation that re-hospitalization occurs in the vast majority of patients within one month of the first suggestion.
Though we have been unable to differ entiate the early returners from the late returners, we have been able to show a high correlation between the patient's symptoms at year-end and unfavourable outcome. It lends weight .to our inter pretation that hospital return is condi tional on the recurrence of symptoms of an acute variety which force the relatives to arrange re-hospitalization, and that this markedly cuts across their judgments about the social functioning of the pa tient prior to this. We have shown that re-hospitalization is not a wished-for event, but though relatives enter it re luctantly, they do so with the assurance that they are making the best decision. Also we have shown clearly that the recurrence of symptoms in this study group is unrelated to their mental state at discharge, and that it operates indepen dently of patient/family interaction and independently of work adequacy.
The study raises doubt, as well, as to whether hospital leaving is a critical event in the lives of the patients. Most authors treat hospital admission as the more im portant event, and although the two are inseparable, one gets the impression, in the current flow backwards and forwards to the hospital, that for many patients periods of admission are but crises in their lives which do not overbalance the life pattern. If hospital discharge were an important event, then one would expect an increase in psychotic symptoms im mediately following discharge and in creased early readmission such as is seen amongst those released from penitentiary or assigned to probation.
A number of recent studies are in the direction of the present findings. The first is a study by Morrow and Robins (8) entitled "Family Relations and Social Recovery of Psychotic Mothers". Mor row and Robins, confronted with the complexity of family relationships, chose to restrict their study to twenty, white, functionally psychotic women patients with one or more children under eighteen living at home. Seventy per cent of these were schizophrenic and involutional para noid, and fourteen had had previous ad missions. The study orientation was large ly in terms of role theory and measures of empathy and interaction, and they used a large battery of descriptive instruments to measure the variables. The only highly significant predictor was the categoriza tion of the present illness into sudden or gradual onset which differentiated the two groups (at the .001 level). Sudden onset was found to be moderately asso ciated with fewer previous admissions.
The only interaction variable which approached statistical significance was 'non-subordination of wife to husband' which was unrelated to other variables, and this correlated (R=.73) with the outcome criterion. Of greater importance are the vast array of negative findings, including degree of family empathy, con census, over-all evaluation of the marriage by either partner, mutual love, sex adjust ment, husband/child adjustment, etc. Also confounding is that they found a high correlation between post-hospitalization adjustment and re-hospitalization within a year (R = .92), but this is in part ex plained by their assessments being made after patients had been home for three months. The finding is opposed to that of Freeman-Simmons who, on a large sample of functional psychotics, clearly showed that social performance and rehospitalization were unrelated. On this issue, the present study strongly supports Freeman-Simmons as to the independence of these two outcome measures.
Marks et al. (6) compared a group of V.A. schizophrenics who stayed out with a group who returned on 144 different predictor measurements, including several tasks, behaviour ratings, inter view ratings, one month follow-up ob servations and thirteen demographic variables. He failed to find anything which predicted outcome. Demographic variables were found to predict at least as well as tests. The over-all one-year return rate was 41%.
Kelley (5) , from the V.A. Adminis tration in Brockton, Massachusetts, studied the relatives of 65 schizophrenic veterans released in remission, who were rated on a schedule designed to elicit their attitudes and feelings towards pa tients. The patients were then classified according to outcome, defined in terms of whether there was an exacerbation of psychotic symptoms during the year after release. Patient outcome was then compared to each component of the rela tive's attitude plus a global rating of the home. The only relationship found was between outcome and type of home, whether parental or marital, which was significant (X 2 = 7.34 P = .01). When the married and single patients were evaluated separately there was again no relationship between attitude and out come found. The study was replicated on another sample of forty-four patients, with the same results.
Though we did not, like Kelley (5) , find a difference between parental and marital homes in terms of outcome, we are aware that there are fairly marked differences between the two groups. This is immediately apparent in the surplus of men in the 16 to 29 age group. Some of these are boys following a normal, adolescent development, very little offset by illness, but there is a distinct group, which we identify in the study as about 15 patients who took little part in family life, did not work, and whom one might characterize as 'institutionalized' people living at home. They are relatively well tolerated by their families and there is little expectation put on them. Nonethe less, the families do not exert themselves to have them re-hospitalized, and as we have shown, since re-hospitalization turns on an acute episode, these chronically ill individuals do not occur in the unfavour able outcome group unless there was a marked worsening during the year. This small group, who we might have included in our unfavourable outcome category, tends to offset the more general pattern, well demonstrated by the adolescents in the study, but also for the whole study group, of fairly normal behaviour throughout the year, with or without symptoms. The heavy emphasis in this report on outcome data obscures the fact that for most of the patients and families in the study, hospitalization and illness have little interfered with the dominant life pattern.
During the time that this study has been conducted, most of the literature on the family and schizophrenia has been contributed by people interested in com munication and family interaction in therapy groups. These studies have added a great deal descriptively to our knowl edge of family patterning, but what at tempts have been made to test their findings in a more general way have been largely unsatisfactory. Specifically they have avoided prediction. For this reason, the bridging studies of Cheek (2) are of special relevance. She conducted system atic studies of family interaction and communication patterns, using modifica tions of Bales' interaction categories, and made a number of generalizations sup ported by empirical data which, though complex, shed light on interaction pat terns. For example, rarely was a single deviant interaction pattern found to be of importance, but the relationship be tween the young schizophrenic adoles cent and his mother, if not offset by the relationship with the father, was found to be pathogenic. For example, the mothers were described as low on positive sanc tions in their interaction with the patients, but this was frequently offset by high positive sanctioning by the fathers. Where this replacement did not occur, it was found that in the ensuing year the patients did poorly, though the study was not based on hospital-leaving time, and so is not strictly comparable.
Our study and the other studies re viewed here have in common that they are all attempts to utilize some aspect of patient/family interaction to predict out come. It would appear that this was possible for Brown because he studied patients who were more chronic and whose lives were more patterned by ill ness. In general, the closer one gets to a homogenous group defined by illness be haviour, the more likely are illnessdetermined variables to determine out come. By contrast, the Cheek (2) studies suggest that rather complex interaction patterns may have predictive value, whereas simple demographic or interac tion variables taken singly fail. Another extreme is seen in the series of Freeman-Simmons studies culminating in The Mental Patient Comes Home which moves steadily from an orientation that emphasized special aspects of mental ill ness deviancy towards a normative ap proach which lessened satisfactory ac counting for recurrence of symptoms and re-hospitalization. The present study employs a model of the patient's symp tomatic behaviour as a determined out come and the family interaction and expressed emotion of the relatives as a determinant of this. Increasingly as the study progressed the authors have be come dissatisfied with this passive and determined picture of the patient as an adequate representation of the interac tion. Those studying interaction in thera py groups have tended to view both relatives' and patients' behaviour as openended interaction systems, and though this complicates the data still further by viewing the patient as an active partici pant, these studies seem to better repre sent the situation.
One appealing way of dealing with this problem is the suggestion of Goffman that one should study the moral career of the mental patient. Goffman added to this metaphor the notion of staging into prepatient, patient, and post-patient phases, and the notion of contingent or critical turning points which determine the pat tern the process takes. Though Goffman gave an almost poetic account of this process in his book, Asylum, seven years ago, the patient career has more recently been codified in such a way that it comes into line with rehabilitation theory in psychiatry, and more generally, social system theory. We are unaware of any attempt to test the utility of this appealing model in a design which might allow pre diction of early outcome. We are sorry, that in addition to the numerous expecta tion questions put to relatives, we did not employ similar questions of the patient as to how he viewed his shortterm prospects.
Moreover, the notion of a moral career of a mental patient is itself an abstraction and only one of many career patterns that the individual person is pursuing. We have seen this, for example, in our group of adolescents, where the patient career was considerably offset by the more normative developmental career marked by break with parents and the move toward independent work, sex, and marriage. Only in a few die-hards (large ly in the chronically ill group who in the most general terms were non-conform ists) does one see an attempt to find a patient status as a way of life and a pri mary role, not as one to be brought in line with the roles of parent, worker, etc. It has been argued that these holdouts serve an important cultural value in main taining the stereotype of mental illness, whereas this study emphasizes that the strongly maintained patient role pattern is infrequent and to be viewed as an im portant deviance from the norm.
Summary
Despite considerable agreement amongst psychiatrists that family rela tions play a critical role in the post-hos pital adjustment of the mentally ill, there is disagreement as to how this operates. Combining clinical and social study methods, a study of this interaction was conducted following the method of Freeman-Simmons in Boston and Brown et al in London. One hundred and twenty-two mental hospital patients, male and female schizophrenics, discharged to families, were followed from the time of leaving hospital for one year. All pa tients were interviewed in the hospital. Patients were seen with their relatives at home shortly after, and direct ratings of the interaction then made. Subsequently, relatives were re-interviewed, in almost all cases, at the end of the follow-up year. The interaction data consists of: 1) direct observations; 2) attitude of the key relatives regarding their expectations for the patient; 3) systematic description of self and other collected for both the patients and the relatives; and 4) the interviewer's descriptions of the home context, including other family members. Predictive factors of one-year communi ty tenure (expressed emotion of the rela tive, previous disability, clinical state at discharge) do not hold up for a Canadian population of mixed sex. The over-all rate of hospital return was low for this group, and as many from high risk sub groups returned as from more favoured groups. Particularly difficult to interpret is the finding that patients return to treatment at a constant rate each month. Re-hospitalization follows an acute flareup, and is a rapid process when once suggested.
In general, the results support the Freeman-Simmons interpretation that post-hospital social performance is close ly related to the relatives' expectancy, but that symptomatic course and re-hos pitalization are relatively independent of either the relatives' expectancy or the emotional climate in the family. l'adaptation du malade mental apres une periode d'hospitalisation, mais ils ne s'entendent pas sur la facon dont cette adap tation se deroule. Reunissant les methodes cliniques et d'etudes sociales, une analyse de cette interaction a ete faite selon la methode de Freeman-Simmons a Boston et celle de Brown-Carstairs de Londres. Cent vingt-deux malades d'hopitaux psychiatriques, schizophrenes des deux sexes, ont ete suivis durant une annee apres leur depart de l'hopital. Tous les malades avaient ete interviewes a l'hopital. Ils ont ete vus peu de temps apres dans leur propre foyer avec leurs proches, et des cotes directes de cette interaction ont ete con signees. Par la suite, on a entrevu ces proches de nouveau, dans presque tous les cas a la fin de l'annee en cause. Les donnees de l'interaction comprenaient: 1) des observations directes; 2) l'attitude des principaux proches quant a ce qu'ils s'attendaient des malades; 3) la descrip tion systematique du malade et des pro ches et 4) la description faite par l'interviewer de l'ambiance du foyer, y compris l'attitude des autres membres de la famille. Les facteurs de prediction rclatifs a un sejour d'une annee dans la collectivite (emotions exprimees par les pro ches, incapacite anterieure, etat clinique lors du conge) ne valent pas pour une population canadienne des deux sexes. Le taux global des readmissions a ete faible pour ce groupe et une aussi forte propor tion des sous-groupes a risque eleve que des groupes plus favorises ont ete readmis. II est particulierement difficile d'interpreter la constatation que les malades reviennent subir un traitement a un taux constant chaque mois. La readmission suit une recurrence aigue et c'est un processus rapide des qu'il est mentionne.
Regie generale, les resultats viennent appuyer l'interpretation faite par Free man et Simmons que la conduite sociale post-hospitaliere se rattache de tres pres a 1'attente du parent mais que l'ordre de manifestation des symptomes et la readmission a l'hopital sont relativement independants soit de 1'attente des proches, soit du climat emotif de la famille.
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